INADVERTENT ADMINISTRATION OF 100% OXYGEN DURING ANAESTHESIA
Sir,-Modern anaesthetic machines have a device (usually referred to as "the oxygen bypass" or "emergency oxygen") which enables the anaesthetist to administer high flows of 100% oxygen. When a patient is connected to an anaesthetic machine it is possible to overlook the fact that the emergency oxygen device is in the "on" position and is delivering 100% oxygen. This occurrence is most likely if the device operates quietly and uses a "push-pull" switch. The Cape Waine Mark II anaesthetic machine and ventilator has such a mechanism. Accidents have occurred in our operating theatre on two occasions when patients had been transferred from the anaesthetic room to the operating theatre and connected to a machine. On both occasions a junior anaesthetist failed to notice for some time that the emergency oxygen device was "on" and the paralysed patients received higher concentrations of oxygen than intended. The following day, not unexpectedlyj the patients complained of awareness during anaesthesia. Anaesthetists use the emergency oxygen device frequently at the termination of anaesthesia and, occasionally, during anaesthesia. Sometimes, it is left inadvertently in tie "on" position after use. Incidents similar to those reported here probably occur more often than is generally believed. They could be avoided by a suitable audio-visual device fitted to the anaesthetic machine warning the anaesthetist that the machine is delivering 100% oxygen. consisting of thiopentone, pancuronium, phenoperidine and nitrous oxide. An e.c.g., indwelling radial arterial line and central venous line, were used for monitoring. All results were recorded on a Sanborn hot-wire chart recorder. Arterial hypotension was induced, by the use of halothane and sodium nitroprusside, to a mean arterial pressure (m.a.p.) of 50 mm Hg. After the aneurysm was clipped the administration of these drugs was stopped.
Shortly before closure of the dura, after the effects of the hypotensive agents had ceased, metoclopramide 10 mg was given. This was followed quickly by a decrease in arterial pressure (one patient showing a decrease of 50 mm Hg in systolic arterial pressure) and an increase in heart rate in all patients. Central venous pressure decreased in one patient and remained unchanged in the other two in whom the measurement was available (table I) .
Metoclopramide has-been reported previously as having no cardiovascular effects in man (Tornetta, 1969) . This small series has shown that, following hypotensive anaesthesia, significant cardiovascular effects may be seen, probably resulting from peripheral vasodilatation.
Metoclopramide resembles procaineamide in structure. Procaineamide administration results in both cardiac depression and peripheral vasodilatation (Goodman and Gilman, 1975) . The peripheral vasodilatation may be accentuated by the prior administration of smooth muscle relaxants (halothane and sodium nitroprusside) explaining the discrepancy between previous studies in conscious patients and our findings.
Further work is in progress to elucidate the exact cause of the hypotension.
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MIXING LOCAL ANAESTHETICS
Sir,-Local anaesthetic solutions are frequently mixed to take advantage of the useful properties of each drug (Bromage and Gertel, 1972; Moore et al., 1972; Cunningham and Kaplan, 1974) . The pH of these combinations may be important. In solution, local anaesthetics exist in both the uncharged (B) and the positively charged (BH+) forms. The relative proportion of each depends on the pH of solution and the pKa of the specific agent. Since pKa of a drug is constant, the ratio of free base to charged cation will be determined by pH of the solution. The uncharged form of the anaesthetic penetrates the nerve. An increase in pH increases the depth and rapidity of onset of anaesthetics by increasing the unionized moiety and hence penetration of the drug.
The free anaesthetic base is usually unstable and poorly soluble in water. Local anaesthetics are prepared commercially as the water-soluble salt of a strong acid. An equal volume of bupivacaine (0.75%) combined with chloroprocaine (3.0%) will produce a strongly acid mixture (pH 3.7). An equal mixture of bupivacaine (0.75%) and lignocaine (2.0%) has a pH of 6.5, and so approximately 20 times more uncharged bupivacaine is available in this solution than when mixed with chloroprocaine (table I) .
These considerations are probably unimportant when an anaesthetic mixture is used for a single administration, since the buffering capacity of most tissues is sufficient to increase the pH of the anaesthetic solution rapidly to within the physiological range. Tachyphylaxis to local anaesthetics follows repeated administrations to spaces with limited buffering capacities (Cohen et al., 1968) , since an acid milieu develops, greater amounts of charged cations accumulate outside and less drug enters the nerve. Continued use of the acid bupivacaine-chloroprocaine combi- 
